bled very freely. The appendix was soft, pencil sized, and the mesentery much thickened. It was removed. Both tubes were thick, very vascular and adherent, the right less than the left. It was not possible to raise the ovaries from behind the fixed retroverted uterus because of the friability and vascularity of all the structures. The lump on the left side felt much less extensive on intraabdominal examination than on its vaginal aspect. Near the lower edge of the omentum was a curious-looking, filbert-sized lump like a dark blood-clot, and found, after removal, to contain pus. For a week after the operation her improvement was marked. On the eighth day her temperature again ran up, and the bowels, which had been acting well, became again very constipated.
The lump on the left side had not increased, and the extreme tenderness of all parts was diminished. On November 19, there being a further rise of temperature and much more pain on the left side of the pelvic brim, the luml) also being softer, he (Dr. Griffith) opened it and drained it per vaginam. A very little pus escaped, but the bleeding was profuse, as if the uterine artery had been divided. Ten days later he found the discharge very offensive, there being free drainage through a large gaping opening, and the right broad ligament was for the first time found hard and swollen. Emaciation was proceeding withl a great deal of pelvic pain; later, symptoms began of an abscess forming under the left gluteus maximus with great tenderness and some swelling which varied almost from day to day in extent-one day being hardly recognizable and another very marked. Mr. Furner therefore explored and found no pus, but the muscle-bundles were pale and in a peculiar rigid state. A few days after a gush of fetid pus with the characteristic yellow bodies made its appearance, and the diagnosis was then made. From this time the progress of events was downwards, and, in spite of large doses of iodide of potassium, there was no improvement. She died from emaciation after some months of severe suffering. Had the true nature of the disease been suspected it might have been discovered in the appendix and omental lump, the only two parts carefully examined in the laboratory at St. Bartholomew's, the report being chronic inflammation and no evidence of tubercle or malignant disease. A Case of Primary Carcinoma of the Vagina. Removal of the Uterus and the whole of the Vagina.
By HENRY RUSSELL ANDREWS, M.D.
S. P., AGED 62, was admitted into the London Hospital on September 2, 1907. She had had ten children and three miscarriages. The menopause occurred at the age of 47. For the last six months there had been a very irritating, watery, odourless vaginal discharge, bloodstained at times, more profuse fQr the last two months. There was discomfort in micturition, described by the patient as a sensation that something was blocking up the urethra. She complained of general weakness and of wasting for two months, so that her clothes had become loose. She was thin, anaemic and rather cachectic looking. On vaginal examination an ulcer about the size of a two-shilling piece was found high up on the posterior vaginal wall, to the right of the middle line. The ulcer bled on examination, had a hard edge, and was undoubtedly carcinomatous. It was difficult to determine whether it extended on to the vaginal portion of the cervix or not. On rectal examination there was no evidence that the carcinoma had invaded the cellular tissue. The uterus was freely movable.
On examination under an anaesthetic next day it was seen that there was an erosion of the cervix, but no extension of the carcinoma on to that organ. I thought that the best treatment would be to remove the whole vagina, together with the uterus, in one mass. A paravaginal incision was made on the left side, the side remote from the growth, not extending deeply into the vagina, but enlarging the orifice considerably. A circular incision was then made round the vaginal orifice, and the vaginal wall dissected off, first from the perineal body, then laterally, and then from the urethra. As soon as possible the vagina was converted into a closed bag by clamping its lower, free end in forceps bent at a right angle. The separation of the vagina was then completed until the cellular tissue round the cervix was reached. The bladder was separated from the uterus, and the uterovesical pouch of peritoneum opened. The fundus uteri was brought down in front, the broad ligaments tied and divided, and the uterus and vagina removed together. The peritoneum of the vesico-uterine pouch was sutured to that of Douglas's pouch, and gauze was packed lightly into the cavity below the peritoneal suture. The packing was changed on the third day and removed altogether on the fifth day. Cystitis appeared a few days after the operation, but was not severe, and the bladder soon recovered. The temperature rose above normal twice in the first fortnight after the operation. Convalescence was undisturbed otherwise except for some diarrhoea due to large doses of acid phosphate of soda. The patient left the hospital on September 22. The cavity between the rectum and urethra became obliterated. I saw her last on February 20, 1909, eighteen months after the operation. She was then quite well and had no pain or discomfort.
Sections of the ulcer show squamous-celled carcinoma. Sections of the adjacent portion of the cervix show no malignant infiltration. I think that there is no doubt that this was a case of primary carcinoma of the vagina-a comparatively rare condition.
Howard Kelly describes four methods of operating on carcinoma of the vagina: (1) Simple excision of the carcinomatous area through the vaginal outlet. (2) Circular incision of the vagina below the diseased area, followed by a stripping off of the whole circumference of that portion which is to be extirpated; after this an abdominal incision, freeing the uterus and removing it with the upper part of the vagina.
(3) A transverse incision through the perineum, extended up through the rectovaginal septum to the diseased area, which is then removed through the incision. This is the method adopted by Olshausen. (4) A posterior incision from sacrum to fourchette beside the rectum, splitting the vagina up to the diseased area.
Veit advises a trans-sacral operation. The vagina is isolated, the uterine arteries secured, and then the vagina is opened and the uterus removed.
Schroder separated the cervix from the vagina and then removed the whole vagina from above downwards.
I suppose that the whole vagina has been dissected out from below and removed together with the uterus before, but I have not found any record of it.
I consider that the operation which I performed in this case is better than any of those w-hich I have enumerated, when the growth is fairly early. It is the only method by which the vagina can be converted into a closed bag, while by all the other methods there is risk of infecting raw surfaces with carcinoma cells. This point is of importance, as early recurrence is common. Preliminary scraping and cauterization cannot be performed satisfactorily in most cases of carcinoma of the vagina, as the growth cannot be exposed and fixed by volsellum forceps in the same way as can the cervix. In most cases the growth is high up on the posterior wall. The operation that I have described is not difficult, and can be performed in much less time than would be taken in removing the uterus and whole vagina from above. 
DISCUSSION.
The PRESIDENT (Dr. Herbert Spencer) had operated by Wertheim's method in a case of primary cancer of the vagina, and although the patient recovered, she died within about a year of recurrence. He thought there was some advantage in the operation performed by Dr, Andrews, especially as there would appear to be less risk of the vagina's tearing: this was very liable to occur in primary cancer of the vagina owing to its thinness and friability, and occurred in his case. He had seen at least three other cases of cancer of the vagina which he believed were primary. The risk of recurrence in these cases appeared to be very great, but Wertheim had had some cases of prolonged freedom from recurrence after the extended abdominal operation.
Dr. MCCANN said that he had operated on a patient with primary cancer of the vagina by a method which had not been mentioned by the author of the paper. A wide transverse incision was made through the anterior vaginal wall. The bladder and ureters were separated and the uterovesical pouch opened. The fundus and body of the uterus were rolled out by slow, gentle traction with a volsellum; the broad ligaments were ligatured from above downwards under visual control. The posterior vaginal wall was next divided on either side and the uterus and posterior vaginal wall pulled further outwards. The posterior vaginal wall was then divided transversely well below the growth from the peritoneal aspect, and was removed along with the uterus in one piece. The operation was performed on April 4, 1904, and the patient was examined and found to be free from recurrence in December of last year, 1908. The disease was a squamous carcinoma, and the specimen was exhibited at a meeting of the Obstetrical Society, and is described and figured in Dr. McCann's book on " Cancer of the Womb," p. 145. The disease was in an early stage and therefore favourable for operation; it is, however, important to remove the uterus as well as a portion of the vagina in primary vaginal cancer, for the frequent origin of the disease in the posterior wall of the vagina suggests the possibility that the uterine discharges may tend to keep up irritation or even play a part in the causation. The separation of a complete cuff of the vagina, including the disease, then closing this cuff by suture and removing it together with the uterus is the most scientific operation, and may be done from below; or a similar operation with clamping of the vagina below the growth may be carried out by the abdominal route. When the cancer originates in the lower segment of the vagina a free local excision is indicated. Dr. McCann had seen five examples of primary cancer of the vagina.
Dr. MACNAUGHTON-JONES said that in May, 1907, he had brought a case of primary carcinoma of the vagina in a woman aged 65 before the Gynacological Society. The growth was of a botryoidal character, and grew from the anterior and left side of the vagina, invading the vesico-vaginal septum and extending deeply into the tissue by the side of the bladder. The vulva, portio, and the rest of the vagina were healthy. It had only recently been discovered, and she was in an extremely cachectic state when she was operated A-16b upon. The growth was widely removed down to the bladder, and the actual cautery was used. She died ten weeks after the operation from involvement of the bladder. George Noble, of Atlanta, had referred to the frequency with which primary carcinoma originated in the region of the urethra, as well as in the posterior wall, and this was what happened in his (Dr. Macnaughton-Jones's) case. All authorities were agreed as to the disheartening results of operation, even the most radical measures being usually unsuccessful in preventing recurrence. In deciding the point of primary infection it was absolutely necessary to exclude the portio and vulva. He congratulated Dr. Russell Andrews on the thoroughness of the measures he had adopted in so completely removing the disease, and its successful issue up to the present time. Dr. LEWERS said he was surprised to find that some of those present considered this condition so very rare. He had himself seen, speaking from memory, at least fifteen or twenty cases of it. In none of these, however, was the disease at a sufficiently early stage as to induce him to attempt a radical operation, and he had been, therefore, obliged merely to scrape and cauterize the growth in such as had seemed to require some active treatment. Dr. ANDREWS, in reply, said that this was the only case of primary carcinoma of the vagina that he had seen. From what he had read he had considered that the condition was rare. He was surprised to hear that some of the speakers considered that primary carcinoma of the vagina was fairly common. Dr. Macnaughton-Jones had shown that it was rarely seen on the Continent.
